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A. BUILDING
B. WING
5762 11/20/2008
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1091 WEST MURRAY DRIVE
BRIDGE OF FARMINGTON (THE) FARMINGTON, NM 87401
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| DEFICIENCY)
I i
A 00l NO DEFICIENCIES A 00

i This Facility is in Compliance with all New Mexico
' Regulations Governing Adult Residential Care

i Facilities 7 NMAC 8.2.

No deficiencies were cited on November 17,
2008 for New Mexico regulations governing Adult
Residential Care Facilites, NMAC 7.8.2.
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